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FLORIDA TITLE XIX LONG-TERM CARE REIMBURSEMENTPLAN 

XVI1X;W EFFECTIVEVERSION - DATE: 

I. CostFindingandCostReporting 

A. 	 Each provider participating in the Florida Medicaid nursing home program shall 

submit a uniform cost reportand related documents required by this plan using 

Agency for Health Care Administration (AHCA) form AHCA5 100-000,Rev. 7

1-90, as revised and preparedin accordance with the related instructions, 

postmarked or accepted by 3 calendar months aftera common carrier no later than 

the close of its cost reporting year. witten request, AHCA shall grantan 


extension of time for filing cost reports.three fourcomplete, legible copies of 

the cost report shall be submitted to AHCA. 

B. All providers are required to detail all of their costs for their entire reporting 

period, making appropriate adjustmentsas required by this plan for determination 

of allowable costs. For a new provider with no cost history ina newly 

constructed or existing facility entering the programor an existing provider ina 

newly constructed replacement facility, the interim operating and patient care cost 

per diems shall be the lesserof: the class reimbursement ceiling based on Section 

V of this Plan, the budgeted operating and patient care cost per diems approved by 

AHCA based on SectionII1 of this plan, or the average operating and patient care 

per diems (excluding incentives)in the district in which the facilityis located plus 

50% of the difference between the average district per diem (excluding 

incentives) and the facility class ceiling. Existing providersin a newly 

constructed replacement facility shall receive the greaterof the above operating 

and patient care cost per diems and patient care peror their current operating 

diems that are in effect prior tothe operation of their replacement facility, not to 

exceed the facilityclassceilings. The average district per diemis calculated by 

taking the sumof all operating and patient care per diems divided by the number 
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of facilities. For a new provider with no cost history resulting from a change of 

ownership or operator, where theprevious provider participated in the Medicaid 

program, the interim operating and patientcare per diems shall be the lesser of: 

the class reimbursement ceiling based on Section V of this Plan, the budgeted per 

diems approved by AHCA based on Section II1 of this Plan, or the previous 

providers' operating and patient care cost per diem (excluding incentives), plus 

50% of the difference between theprevious providers' per diem (excluding 

incentives) and the class ceiling. The above new provider ceilings, based on the 

district average per diem orthe previous providers' per diem, shall apply to all 

new providers with a Medicaid certification effective on or after July1,1991. 

The newprovider reimbursement limitation above, based on the district average 

per diem or the previous providers' per diem,which affects providers already in 

the Medicaid program, shall not applyto these same providers beginning with the 

rate semester in which thetarget reimbursement provision in Section V.B. 16. of 

this plan does not apply. This new provider reimbursement limitation shall apply 

to newproviders entering the Medicaid program, even if the new provider enters 

the program during a rate semester in which Section V.B. 16. of this plan does not 

apply. New provider ceilings applicable to the first rate semester a new provider 

enters theprogram shall be the basis for calculating subsequent rate semester new 

provider target ceilings for that sameprovider through the following calculation: 

Effective July 1, 1996, exceptfor only the January 1,2000 rate semester for the 

patient care component, establish the target reimbursement for operating and 

patient care cost per diems for each provider by multiplying each provider's target 

reimbursement rate for operating and patient care cost in Step V.B. 16. from the 

previous rate semester, excluding incentives and the Medicaid Adjustment Rate 

(MAR) with the quantity: 
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Florida Nursing HomeCost Inflation Index 
1 + 1.4 X(at the midpoint of the prospective rate period-1)

Florida Nursing HomeCost Inflation Indexat 
the midpoint of the current rateperiod 

In the above calculation, the1.4 shall be referred to as the inflation multiplier. 

New providers limitedby this section forthe patient carecomponent for the 

January 1,2000 rate semester only shall be entitledto a similaradjustment in the 

inflation multiplieras described in SectionV. B. 16. 

For new providers who enter the program operating a facility thathad been 

previously operated by a Medicaid provider, the property reimbursement shall 

be established per SectionV.E.4. of this plan.The property costper diem for 

newly constructed facilities or replacement facilities shallbe the lesserof: the 

budgeted fair rental value rateapproved by AHCA based on SectionV.E. of this 

plan; or the applicable fairrental value based upon thecost per bed standard that 

was in effect6 months priorto the date the facility was first putin service as a 

nursing home. Return on equity or use allowance per diems shallbe the budgeted 

rate approved by AHCA per SectionII1 of thisplan. Prospective reimbursement 

rates shall only be on cost reports for periods 6 months ormore but lessthan 

18 months. .Costreporting periods endingon orafter July 1, 1991,shall be for 

periods 6 months or morebut less than 18 months. Interim rates shall be cost 

settled for the interim rate period,and the costsettlement is subject to the above 

new provider reimbursement limitations. 

C. 	 The cost report shall be prepared by a Certified Public Accountant in accordance 

with Chapter409.908, Florida Statutes, onthe form prescribed in SectionI.A., 

and on the accrual basisof accounting in accordance with generally accepted 

accounting principlesas established by the American Institute of CertifiedPublic 

Accountants (AICPA)as incorporated by reference in Rule 61H1-20.007,F.A.C., 

-3-



for 

l ong  Term Care Version XVII 

the methodsof reimbursement in accordance with Medicare (TitleXVIII) 

Principles of Reimbursement, the ProviderReimbursement Manual (HCFA-

PUB. 15-1) (1 993) incorporated herein by referenceexcept as modified by the 

Florida TitleXIX Long Term Care Reimbursement Plan and State ofFlorida 

Administrative Rules. For governmental facilitiesoperating on a cash method of 

accounting, databased on such amethod of accounting shall be acceptable. The 

CPA preparing the costreport shall sign thecost report as the preparer or, in a 

separate letter, state the scopeof his work and opinion in conformity with 

generally accepted auditing standards asincorporated by reference inRule 61H1

20.008, F.A.C., and AICPA statementson auditing standards. Cost reports, which 

are not signed bya Certified PublicAccountant, or are not accompanied bya 

separate letter signed bya CPA, shall not be accepted. 

D. All prior year cost reports must be submitted to and accepted by the Agency, 

before the current year costreport may be accepted for ratesetting. aprovider 

g.If a provider submits 

a cost report late, after3 calendar months,and that cost report would have been 

used to set a lower reimbursement ratea rate semester had it beensubmitted 

within 3 calendar months,then the providers'rate for that rate semestershall be 

retroactively calculated using thenew cost report, and full payments at the 

recalculated rate shallbe effected retroactively. The lower rate shall not be paid 

retroactively if the provider adequatelydemonstrates, through documentation, that 

emergency circumstancesprevented the providerfrom submitting the cost report 

within the prescribed deadline. Similarly, if aprovider submits a cost report late 

because of emergency circumstances,and the use of that cost report wouldhave 

resulted in higher reimbursement fora rate semester had it been submittedwithin 

3 calendar months, thenthe provider's rate for that ratesemester shall be 
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retroactively calculated using the new cost report, and fullpayment at the 

recalculated rate shall be effected retroactively. Emergency circumstancesare 

limited to loss of records from fire, flood, theftor wind. 

E. A provider which voluntarily or involuntarily ceases to participate in the Florida 

Medicaid Program or experiences a changeof ownership shall file afinal cost 

report in accordance with Section2414.2, HCFA-PUB. 15-1 (1993) when that 

provider has been receiving an interim reimbursement rate. 

F. 	 All providersarerequiredtomaintainfinancialandstatistical records in 

accordance with 42 CFR 413.24 (19987),sections (a),(b),(c), and (e). The 

cost report is to be based on financialand statistical recordsmaintained by the 

facility. Cost information shall be current, accurate, and in sufficientdetail to 

support costs set forth in the report. This includes all ledgers, books,records, 

original evidenceof cost and other records in accordancewith HCFA PUB. 15-1 

(1993) which pertainto thedetermination of reasonable costs,and shall be 

capable ofand available for auditingby State and Federal authorities.All 

accounting and other records shall be broughtup to dateat theend of each fiscal 

quarter. These records shall be retainedby the provider for aminimum of 5 years 

following the dateof submission of the cost report form toAHCA. 

G. 
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a. P 

--Gg.  Records of related organizations as identified by 42 CFR 4 13.17 (1 9982)shall be 

available upon demandto representatives, employees, or contractors of AHCA, 

the Auditor General, General Accounting Office (GAO), or Departmentof Health 

and Human Services (HHS). 

-H�. AHCA shall retain all uniform cost reports submitted for a period of at least 3 

years following the date of submission of such reports and shall maintainthose 

reports pursuant to the record-keeping requirements of42 CFR 43 1,17 (1 9982).-

Access to submitted cost reports shall be in conformity with Chapter119, Florida 

Statutes. 

II. Audits and Desk Reviews 

Cost reports submitted by providers of nursing home care in accordance withthis Plan are 

subject to an audit or desk review on a random basis andat any time the agencyhas been 

informed or has reason to believe that a provider has claimed oris claiming 

reimbursement for unallowable costs. The performance of a desk reviewdoes not 

preclude the performance of an audit at a later date. 

A. Description of AHCA’s Procedures for Audits-General 

1. 	 Primary responsibility for the audit of providers shall be borne by AHCA. 

The efforts of AHCA audit staff may be augmented by contracts with CPA 

firms to ensure that the requirements of 42 CFR 447.202 (19987.) will be-

met. 

2. 	 All audits shall be based on generally accepted auditing standards as 

incorporated by reference in Rule 61H1-20.008, F.A.C., of the AICPA. 
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3. 	 Upon completion of each audit, the auditors shall issue a report which 

-meets therequirements of42 CFR 447.202 (1 9987) and generally 

accepted auditing standards as incorporatedby reference in Rule61H1

20.008, F.A.C. The Auditor shall declarean opinion as to whether, in all 

material respects, the financial and statistical report submitted complies 

with all Federal and State regulations pertainingto the reimbursement 

program for long-term care facilities. All reports shall be retained by 

AHCA for 3 years. 

4. 	 The provider’s copy of the audit report shall include all audit adjustments 

and changes and the authority for each, and all audit findings and shallbe 

accompanied by such other documentationas is necessary to clarify such 

adjustments or findings. 

B. Field Audit and Desk ReviewProcedures 

1. 	 Upon receipt of a cost report from the provider prepared in accordance 

with instructions furnishedby the agency, the agency will determine 

whether an auditor desk reviewis to be performed. Providers selected for 

audit or desk reviewwill be notified in writingof the AHCA Audit Office 

or CPA firm assignedto perform the audit or desk review. 

2. 	 upon completion of an audit or desk reviewand before publication of the 

audit of desk review report,the provider shallbe given an exit conference 

at which all findings will be discussed and explained. A copyof the 

proposed audit or desk review adjustments will be givento the provider at 

least ten (10) days before the exit conference.If the provider failsto 

schedule an exit conference within twenty calendar daysof receipt of the 

adjustments, the auditor desk review report will be issued withoutan exit 

conference. Desk review exit conferences willbe conducted through the 

mail or in the agency’s officein Tallahassee. 
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3. 	 Following the exit conference, the provider has sixty (60) calendar days to 

submit documentation or other evidence to contest any disallowed 

expenditures or otheradjustments. For adjustments made due to lack of 

adequate documentation or lack of support,any documentation received 

after the sixty day period shall not be considered when revising 

adjustments made due tolack of adequatedocumentation or lack of 

support. However, the sixty-day limitation shall not apply if the provider can 

adequately demonstrate, through documentation, that emergency ircumstances 

prevented theprovider from submitting additional documentation within the 

prescribed deadline. Emergency circumstances are limited to loss of recordsfrom 

fire, wind, flood or theft. 

4. 	 All audit or desk review reports shall be issued by certified mail, return receipt requested 

and shall be mailed to the address of the nursing home tothe attention of the 

administrator. The provider shall have twenty-one (21) calendar days from the date of 

receipt of theaudit report to challenge any audit or desk review adjustment or audit or 

desk review findingcontained in thereport by requesting an administrative hearing in 

accordance with Section 120.57, Florida Statutes and Chapter 28.106284, Florida 

Administrative Code.- The audit ordesk review report shall constitute prima facie 

evidence of thepropriety of the adjustments contained therein. The burden of proof is 

upon the provider toaffirmatively demonstrate the entitlement to the Medicaid 

reimbursement. Except as otherwiseprovided in thisPlan, Chapter 28-10 6 W ,  Florida 

Administrative Codeshall be applicable to any administrative proceeding under this Plan. 

5. Collection of overpayments or refunds of amounts collected in error will 

be in accordancewith Section 409.335, Florida Statutes and Rule 59G-9.010. 

111. AllowableCosts 

A. All items of expense shall be included on the cost report which providers must 

incur in meeting: 
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1. 	 The definition of nursing facilitiescontainedinSections 1919(a),(b),(c), 

and (d) of the Social Security Act. 

2. The standards prescribed by the Secretary of HHS for nursing facilities in 

regulations under the Social Security in 42 CFR 483 (19982),-

Subpart B. 

3. 	 The requirements establishedbyAHCAwhich is responsible for 

establishing and maintaining health standards,under the authority of 42 

CFR 43 1.610 (19987); and-

-B. 	 All therapy required by 42 CFR 409.33 (19997) and Medicare or Medicaid 

certification standardsand prescribed by the physician ofrecord shall be 

considered ascovered services and all costs, director indirect, shall be included in 

the cost report. These therapies include physical therapy, audiology, speech 

pathology and occupational therapy. 

C. Implicit in any definition of allowable costs is that those costs shall not exceed 

what a prudent and cost-conscious buyer pays for a given service oritem. If costs 

are determined by AHCA, utilizing the TitleXVIII Principles of Reimbursement, 

HCFA-PUB. 15-1 (1993) and this plan,to exceed the level that aprudent buyer 

would incur, then the excess costs shall be reimbursable under the plan. 

D. All items of expense which providers incur in the provision of routine services, 

such as theregular room, dietary and nursing services, minormedical and surgical 

supplies, and the use of equipment and facilities, are allowable. The following are 

examples of expenses that allowable costs for routine services include: 

(1) All general nursing services, for example: oxygen and related medications, 

hand feeding, incontinency care, tray service, and enemas; 

(2) Items furnished routinely and relatively uniformly to all patients, such as 

patient gowns, water pitchers, basins, and bedpans; 
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( 3 )  	 Items stocked at nursing stations or on the floor in gross supply and 

distributed or used individually in small quantities, such as alcohol, 

applicators, cotton balls, adhesive bandages, antacids, aspirin and other 

non-legend drugs ordinarily kept on hand, suppositories, and tongue 

depressors; 

(4) 	 Items used by individual patients but which are reusable and expected to 

be available, such as ice bags, bedrails canes, crutches, walkers, 

wheelchairs, traction equipment, and other durable medical equipment; 

(5) 	 Special dietary supplements used for tube feeding or oral feeding, such as 

elemental high nitrogen diet, even if written as a prescription itemby a 

physician because these supplements have been classifiedby the Food and 

Drug Administration as a food rather than a drug; and 

(6) 	 Laundry services other than for personal clothing, prior to October 1, 

1993. 

(7) 	 Effective October 1,1993, laundry services, includingbasicpersonal 

laundry services ,but excluding dry cleaning, mending, handwashingor 

other specialty services, shall be an allowable cost. 

E. 	 Bad debts other than Title XIX, charity, and courtesy allowances shall not be 

included in allowable costs. Bad debts for Title XIX shall be limited to Title XIX 

uncollectible deductible and co-payments and the uncollectible portionof eligible 

Medicaid recipients' responsibilities. Example: Daily rate is $34.00; Statepays 

$26.00 and patient is to pay $8.00. If Medicaid patient paysonly $6.00, then 

$2.00 would be an allowable bad debt. All Medicaid Title XIX baddebts shown 

on a cost report shall be supported by proof of collection efforts, such ascopies of 

two collection letters, etc. 

F. 	 Costs applicable to services, facilities, and supplies furnishedto a providerby 

organizations related to a provider by common ownership or control shall be 


